Use of the GlideScope in paediatric foreign body upper airway obstruction
Editor-Paediatric upper airway obstruction due to foreign bodies can be challenging to manage and distressing for the patient and family. A multidisciplinary team including anaesthetists, otolaryngologists, and paediatricians must be involved so as to ensure expedient retrieval of the object without compromising the airway. In some cases, direct laryngoscopy can be challenging due to the presence of a foreign body in the upper airway and all possible adjuncts should be available before attempting extrication of the foreign body, including provision for a surgical airway.
Video laryngoscopy using the GlideScope (Verathon Inc., Bothell, WA, USA) provides real-time video images of the upper airway to aid intubation, which is particularly useful when managing difficult airway situations.
During one such situation of paediatric upper airway foreign body obstruction in our institution, the GlideScope facilitated safe extrication of the foreign body without jeopardizing the airway. The case was of a 7-yr-old male with no previous medical problems who was brought into the resuscitation room in the emergency department after suffering a respiratory arrest at home, after a choking episode. The history given by the parents did not suggest foreign body inhalation; however, X-ray imaging revealed a spherical foreign body in the upper airway. The child was immediately transferred to theatre with senior anaesthetic and otolaryngological teams present. Direct laryngoscopy was problematic due to the presence of a large marble lying on the top of the glottis, creating a 'ball valve' effect during respiration. The decision was made to utilize the GlideScope video laryngoscope, which enabled full visualization of the airway and obstructing foreign body ( Fig. 1 ) and facilitated direct removal using Magill's forceps. After removal of the foreign body, the patient's airway was patent and he recovered without airway compromise. In the presented case of an anatomically normal child, traditional laryngoscopy with the Macintosh laryngoscope did not successfully visualize the foreign body and hence direct removal was not feasible. Video laryngoscopy with the GlideScope provided superior visualization and hence enabled retrieval of the object. In such an emergency paediatric scenario, a multidisciplinary team consisting of otolaryngologists and anaesthetists were involved in removal of the foreign body. The utilization of videolaryngoscopy allowed all involved a clear view of the airway and the object and decisions on how to facilitate removal were taken as a team. Furthermore, the GlideScope offers an excellent training advantage both in anaesthetics for routine or difficult intubations and in otolaryngology in managing emergency airway compromise.
Simulated studies including one randomized study have failed to demonstrate a significant improvement with the GlideScope compared with traditional techniques in both routine and difficult airway situations. This case highlights the potential difficulties in managing cases of paediatric upper airway obstruction. Videolaryngoscopy using the GlideScope can provide a superior view of an obstructed paediatric airway and its use may facilitate removal of foreign bodies in the upper airway, thereby avoiding an emergency surgical airway. We recommend the use of the GlideScope in paediatric upper airway obstruction if traditional laryngoscopy fails to provide an adequate view of the upper airway. 
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